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Supplement to Attachment 3.1-A
Page 8

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State of MICHIGAN

Amount, Durafion and Scope of Medical and Remedial Care
Services Provided to the Categorically and Medically Needy

2. OUTPATIENT HOSPITAL SERVICES

Professional fees for services provided in the outpatient department of a hospital will be paid only
when such payment does not duplicate payment to the hospital.

Educational costs associated with the outpatient department will be reimbursed to hospitals with
approved training programs (as described in 404.1 of the HIM-15 manual}.

Payment will not be made for services of staff in residence, e.g., interns and residents or medical
staff functioning in an administrative or supervisory capacity {including physician - owners) who
are paid by the hospital or other sources.

Outpatient services relating to routine examinations only, i.e., unrelated toa specific illness,
symptom, complaint, or injury, are not covered, except when provided to eligible chifdren under
age 21 as part of a program of early and periodic screening, diagnosis and treatment. (See Item
4b.)

Qutpatient hospital services include prenatat and postnatal care; and sen)ices’ listed below when
medically necessary for the diagnosis or treatment of an illness or injury when ordered by and
under the direction of a physician (M.D. or D.Q.), and services performed by the physician:

1) radium treatment
2}  therapeutic x-ray
3)  diagnostic x-ray
4}  emergency treatment
5)  physical therapy, as defined in 1.a of Supplement to Attachment 3.1-A. Prior approval is
required if services ARE MEDICALLY NECESSARY AND exceed the time or frequency
limits AS DESCRIBED IN MEDICAID PCLICY for:
initial treatment {36-times-in-80-consecutive calendar-days) or
maintenance/monitoring Heur-times-in-the-90-day allowed period}
8) laboratory tests
7)  electrocardiogram
8) electroencephalogram
8)  basal metabolism
10)  hemodialysis
NOTE: The patient who receives hemodialysis in his home is considered to be a hospital
outpatient. Therefore, payment for the cost of hemodialysis supplies, such as plastic
tubing, chemicals, disposable coils, etc., may be made under the Program.
TN NO.: 14-0016 Approval Date: Effective Date: 10/01/2014
Supersedes

TN No.: 07-02



Supplement to Attachment 3.1-A
Page 27]

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State of MICHIGAN

Amount, Duration and Scope of Medical and Remedial Care
Services Provided to the Categorically and Medically Needy

13. Cther Diagnostic, Screening, Preventive and Rehabilitative Services (continued)
d. Rehabilitative Service {continued)
11) Qut Patient Therapy Services
A. Physical Therapy

1) Services are covered as defined in 1.a of Supplement to Attachment 3.1-A. Prior
approval is required if services ARE MEDICALLY NECESSARY AND exceed the time or
frequency limits AS DESCRIBED IN MEDICAID POLICY for;

A) Initial treatment {36-times-in-90-consecutive-days); or,
B) Maintenance/monitoring {four times-in-the 90-day-allowed period}

1} Services may be provided under the auspices of (and billed by) any of the
following:

A) Outpatient hospital;

B) Medicare-enrolled comprehensive outpatient rehabilitation facility as defined
under 42 CFR 485.58;

C) Medicare-enrolled outpatient rehabilitation agency as defined under 42 CFR
485.717,

D) Commission on Accreditation of Rehabilitation Facilities (CARF) accredited
outpatient medical rehabilitation program

B. Occupational Therapy

1) Services are covered as defined in 1.a of Supplement to Attachment 3.1-A. Prior
approval is required if services ARE MEDICALLY NECESSARY AND exceed the
time or frequency limits AS DESCRIBED IN MEDICAID POLICY for:

A) Initial treatment (36-times-in-80-consecutive-days): or,
B) Maintenance/monitoring Hourtimes-in-the-80-day allowed-peried)

2) Services may be provided under the auspices of (and billed by} any of the
following:

A} Outpatient Hospital;

B} Medicare-enrolled comprehensive outpatient rehabilitation facility as defined
under 42 CFR 485.58;

C) Medicare-enrolled outpatient rehabilitation agency as defined under 42 CFR
485.717;

D) Commission on Accreditation of Rehabilitation Facilities (CARF) accredited
outpatient medical rehabilitation program

TN NO.: _14-0016 Approval Date: Effective Date: 10/01/2014

Supersedes
TN No.: 05-06



